Results | Between 1997 and 2012, 47 071 patients were transfused in connection with cardiac surgery in 9 Swedish hospitals. Women constituted 39.2% and the mean (SD) age was 70.0 (9.7) years. Of these patients, 36.6% exclusively received RBCs stored less than 14 days; 26.8%, RBCs stored 14-27 days; 8.9%, RBCs stored 28-42 days; and 27.8%, RBCs of mixed age. Most clinical parameters were similar in the groups, although the less common blood groups (eg, AB and B) were more common with longer storage. Recipients of the freshest blood received more transfusions, 3.1 vs 2.7 (mean difference, 0.45; 95% CI, 0.37-0.52). No differences were observed for a range of comorbidities. .57
a Analyses were conducted using Cox regression adjusted for variables selected a priori that might affect allocation of units or model fit: sex, age, ABO blood group, hospital, calendar year, month, weekday, number of red cell transfusions, number of days each patient was transfused, whether the patient had received any plasma or platelet concentrates, and whether the patient had been transfused previously. Adding comorbidity did not alter the risk estimates. The assumption of proportionality was met. There was no evidence of effect heterogeneity between the different centers.
jama.com (Table 1) . No associations were seen for 30-day and 10-year mortality. We also found no associations between the number of transfused units stored 28-42 days and risk of death (Table 1) . There was no association with risk of selected serious complications ( Table 2) .
Discussion | In this cohort study of patients who underwent cardiac surgery in Sweden over a 16-year period, we found no association between RBC storage and adverse outcomes. The key strengths of this study include the large, detailed data set and complete follow-up, which was achievable by linking several high-quality nationwide registers.
The main weakness is the possibility that allocation of especially fresh RBC units was somehow related to patient prognosis. We do not believe this was the case because no such practice was in place, there were no major changes in blood storage during the study period, and blood storage was not associated with any important clinical parameters.
Results are consistent with data from 2 randomized trials that found no effect of RBC storage on change in multiple organ dysfunction score or risk of death. 5, 6 However, these trials relied on short-term surrogate end points 5 or short-term mortality, 6 may have limited generalizability, and could not exclude small, yet clinically relevant effects. Therefore, these results complement recent randomized trials in providing further reassurance of the safety of current blood storage practices. 
Trends in Traumatic Spinal Cord Injury
To the Editor The use of the Nationwide Inpatient Sample (NIS) by Dr Jain and colleagues 1 to estimate trends in the incidence of traumatic spinal cord injury in the United States raises several questions. Their finding of an incidence of 53 to 54 cases per 1 million inpatient hospitalizations appears only slightly lower than the cumulative incidence estimates from a study based on the Nationwide Emergency Department Sample (56.4 per 1 million), which used a more conservative approach to define acute traumatic spinal cord injury by including only persons with a principal diagnosis. 2 To quantify traumatic spinal cord injury burden as accurately as possible would require a comprehensive nationwide survey similar to those used in prior regional, countylevel studies, which is an arduous task involving significant costs and resources. 3, 4 Hence, identifying a proxy approach to estimating nationwide traumatic spinal cord injury burden is essential.
A primary concern with the use of data from inpatients only is the potential to substantially underestimate populationlevel incidence. Prior population-based regional studies suggest that up to 38% of individuals with traumatic spinal cord injury die before receiving definitive inpatient care. 3, 4 In addition, although the majority of patients presenting to the emergency department with such injuries are hospitalized at a shortterm hospital, others are not. Nearly 15% of survivors are not admitted to short-term facilities that form the basis of the NIS, instead undergoing transfers to long-term facilities (including specialty rehabilitation centers), being discharged, leaving against medical advice, or having no discharge destination recorded. 2 Although patients who are not admitted to short-term facilities after emergency department presentation may have relatively minor injuries, 2 it is still important that they be accounted for when discussing traumatic spinal cord injury incidence. For example, a patient with an incomplete L4 injury resulting from a fall may not be admitted to a short-term hospital but may require rehabilitation services in the future. Apart from injury severity, inpatient admission may also be influenced by insurance coverage, patient circumstances, family preferences, and physician recommendations. As such, using inpatient records to determine traumatic spinal cord injury incidence misses not only those who die prior to definitive inpatient care but also individuals with minor injuries and those who are unable to access inpatient care.
In Reply Dr Selvarajah and colleagues note that patients with traumatic spinal cord injury may die at the scene of the incident or be discharged from the emergency department without being admitted as inpatients. As discussed in our article, these patients were not included in our calculations because the NIS includes only those who were admitted as inpatients.
The 2 regional studies referenced by Selvarajah and colleagues in which 38% died before admission included 619 cases from California in 1970-1971 based in part on the identification of spinal cord injury using autopsy records 1 4 These numbers suggest that older prehospital mortality data may not be able to be extrapolated to contemporary estimates of spinal cord injury given changes in seatbelt laws, traffic safety, motor vehicle designs, public awareness, drunk driving laws, changes in etiology with an aging population and increasing numbers of falls, and improvements in acute management of trauma. A contemporary national study including autopsy reports of persons dying of traumatic causes would likely be needed to assess death from spinal cord injury prior to hospital admission. This study would also have to address the uncertainty of the diagnosis in patients who die at the scene because the definition of spinal cord injury includes both a structural lesion of neural elements in the spinal canal and resulting sensory and/or motor deficits. 5 Patients who die at the scene do not contribute to the burden of disability or health care resource use after their death, but may inform policy decisions on preventable causes of death due to spinal cord injury. In their previous report, Selvarajah et al 6 used the Nationwide Emergency Department Sample from 2007-2009 and found that nearly 12% of patients were discharged home and 1.6% were admitted to a long-term care facility. We question 
